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Abstract
Background: The therapeutic alliance is a framework from psychology that describes three 
components: goals, tasks, and bond. The Working Alliance Inventory adapted for general practice 
(WAI- GP) measures the strength of the therapeutic alliance between the patient and the clinician, and 
it could be useful in both research and clinical settings.
Aim: To determine if the patient score on WAI- GP can delineate the three components (goals, tasks, 
and bond), and to test concurrent validity with the Consultation and Relational Empathy (CARE) 
measure and the Patient Perception of Patient- Centredness (PPPC) measure.
Design & setting: A cross- sectional study took place in 12 general practice waiting rooms in Australia.
Method: The research instruments included the 12- item WAI- GP (the patient version), the CARE and 
PPPC measures, plus a survey of demographics and reason for consultation. To perform a principal 
components factor analysis of the WAI- GP, this dataset was combined with an existing dataset. The 
Spearman rank correlation was used to determine concurrent validity between the WAI- GP and the 
CARE and PPPC measures.
Results: Participants (97–99%) reported a strong positive alliance after the consultation (average WAI- 
GP mean 4.27 ± 0.67 out of 5, n = 146). Factor analysis could not separate the three components (one 
factor, eigenvalue >1; Cronbach’s α = 0.957; n = 281). Concurrent validity was supported by moderate 
correlations with the other measures (PPPC ρ = –0.51, P<0.005, CARE ρ = 0.56, P<0.005).
Conclusion: Three components could not be identified, but the WAI- GP has a high internal consistency 
and concurrent validity with moderate correlations with the CARE and PPPC. A more diverse sample 
may better distinguish the three components leading to more specific feedback to clinicians on their 
consultation practices.
How this fits in
The doctor–patient relationship depends on a variety of components, including trust, empathy, 
shared decision making, and patient- centredness, and currently multiple tools are needed to 
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measure different parts of the therapeutic alliance. The WAI- GP is an instrument that divides the 
therapeutic alliance into three components: goals, tasks, and bond. It was found that the WAI- GP 
is correlated with measures used for empathy, patient- centredness, shared decision making, and 
depth of relationship. Therefore, it could be used as a more comprehensive and concise measure 
for relational aspects of primary care. It may be helpful within research, teaching, and clinical 
settings to provide feedback to clinicians on the strength of the therapeutic alliance within their 
consultations.
Introduction
There is ever more evidence that a high- quality doctor–patient relationship has a beneficial effect 
on patient outcomes.1–4 In primary care, much research has been conducted on the doctor—patient 
relationship,5–9 and results support that positive therapeutic relationships improve health and 
symptom outcomes for patients.10 The authors' international team is working towards a measure for 
the doctor—patient relationship that can be used in different healthcare settings to improve primary 
care interventions.11 This article describes the next step in the journey.
The doctor–patient relationship depends on a variety of components, including trust,12,13 empathy,14 
shared decision making,15 and patient- centredness.10 Multiple instruments have been developed to 
measure the different components of the doctor–patient relationship; for example, the CARE measure 
and the PPPC measure. The CARE is a widely used validated questionnaire for measuring the empathy 
of the doctor as experienced by the patient.14 The PPPC measure is a validated tool for quantifying 
the patient’s perspective of the patient- centredness of a consultation.16
However, there is not yet a measure that encompasses all components of the relationship between 
patients and doctors in primary care,7,8 and using multiple surveys in implementation trials is not 
feasible. A single tool is being sought that can measure multiple aspects of the doctor–patient 
relationship in primary care to be used in research, teaching, and clinical practice across different 
healthcare settings.
The debate about the effectiveness of key elements of the doctor—patient relationship has 
directed attention to another theoretical framework, namely the therapeutic alliance.9 Originating 
from the discipline of psychology, Bordin developed a now well- researched framework on the 
therapeutic alliance, which he termed the 'working alliance'.17 The working alliance is a framework 
that includes three components: collaborative goals or target outcomes that are mutually agreed on 
by the healthcare practitioner and the patient; the tasks or steps the doctor or patient must take to 
achieve their goals; and the bond between doctor and patient.17
Bordin’s tripartite conceptualisation of the therapeutic relationship has been used to develop the 
Working Alliance Inventory (WAI).18 This questionnaire was originally delivered to both patient and 
practitioner to measure goal setting, tasks, and bond from the patient’s and practitioner’s perspective. 
The tripartite concept provides more detail of the consultation and can, therefore, be used to give 
tailored feedback on those parts.19 The WAI has been used in research in several countries for medical 
care, including in Canadian community primary care20 and in secondary care in the Netherlands.21 
Higher scores on the WAI are associated with better healthcare outcomes.19,22,23
In a recent pilot study, the WAI was adapted for Australian general practice — the WAI- General 
Practice (WAI- GP)24 — and was found to have concurrent validity with a measure of shared decision 
making and the depth of the doctor–patient relationship. It was reassuring to see that the measure 
was not influenced by social desirability.24 As is seen in other studies comparing doctor and patient 
assessment of relationship and communication.9,25–29 The WAI- GP scores from the patients and the 
family doctors were not similar.24 Thus, the perspective of the patient and doctor should be assessed 
independently depending on the research question and their scores should not be amalgamated, as 
is typically done in psychology.18
The study seeks to add to understanding of the WAI- GP by exploring its ability to reflect the three 
parts of the therapeutic alliance as stipulated by Bordin, from the patient’s perspective. In addition, 
the study further tests the concurrent validity of the WAI- GP with other commonly used tools for 
exploring the therapeutic relationship — the CARE and PPPC — to strengthen the evidence for its 
use in primary care.
 
 3 of 9
Research
Hunik L et al. BJGP Open 2020; DOI: 10.3399/bjgpopen20X101131
Method
For this cross- sectional survey study, adult patients were recruited who attended five general practices. 
These practices had an existing relationship with the authors' academic department through teaching 
or research. Recruitment occurred in two steps. First, from February until May 2019, practices were 
recruited via email from a list of teaching practices. The second step was to recruit the patients in the 
practice waiting room. When patients came in for an appointment with their family doctor, a research 
assistant (LH) invited patients to participate in the study. All patients were invited to participate but a 
record was not kept of those who declined. The patients completed the surveys without assistance.
The participants completed the questionnaires (Supplementary Appendix 1) both before and after 
their appointment with their GP. Before the appointment, patients were asked to fill in demographic 
information (two items), current health status (four items), whether they were seeing their preferred 
GP, the reason for consultation, how long they had known the GP, and if they were attending with a 
support person.
After the appointment, they filled in the WAI- GP, the CARE and the PPPC instruments, and details 
of the quality of the consultation (for example, did the doctor listen carefully? Did they show respect? 
Did they spend enough time with you?). The WAI- GP questionnaire has 12 items measured on a five- 
point Likert scale, ranging from ‘strongly agree’(1) to ‘strongly disagree’ (5). The total score is the 
average of the 12 questions for a maximum score of five (Supplementary file 1). The CARE measures 
the empathy of the physician as experienced by the patient30 and contains 10 questions with a five- 
point Likert scale ranging from ‘poor’(1) to 'excellent' (5) (there is also the option of 'does not apply' 
). The PPPC tool measures patient perceptions of patient- centredness using nine questions, with a 
four- point Likert scale ranging from ‘completely' (1) to ‘not at all’ (4).
Analysis
Descriptive statistics
For the descriptive analysis, only surveys with the WAI- GP completed were included (that is, no missing 
items on the WAI- GP). The analysis contained descriptive statistics for demographics, health status, 
details about the doctor–patient relationship, and details about the quality of consultation with the 
GP. The demographics were compared with the Bettering the Evaluation and Care of Health (BEACH) 
dataset, to see if the data were comparable with the Australian general practice patient population.31 
The questions about the quality of the consultation were compared with the Patient Experiences 
Survey from the Australian Bureau of Statistics data to compare the experience of this consultation 
with the national dataset.32
concurrent validity
The concurrent validity between the WAI- GP and the CARE and PPPC measures were assessed using 
Spearman ρ correlations for non- normally distributed variables. Spearman ρ correlations were used 
because the data were positively skewed, as also occurred in the pilot study.24 For questionnaires with 
missing data, participants were only included who completed ≥11 items of 12 of the WAI- GP, ≥8 of 
10 items of the CARE,33 and ≥8 of 9 items of the PPPC.16 It was hypothesised that the WAI- GP scores 
would be correlated with the CARE and PPPC scores. (Spearman: weak relationships ρ = 0.01–0.34; 
moderate relationships ρ = 0.35–0.64; strong relationships ρ = 0.65–1.00.)
Factor analysis
Factor analysis is used to group questions within a survey to explore any relationships between them.34 
For the factor analysis, this dataset was combined with that from the original pilot study. This pilot 
study contained 139 patients, recruited from seven general practices24 and used the same sampling 
technique as this study. Participants were only included who had complete responses for the WAI- GP 
(all 12 items). A sample of 300 participants was determined to be adequate for the factor analysis, 
according to Yong and Pearce.33
The internal reliability of the combined dataset was assessed with Cronbach’s alpha. The factor 
analysis used a principal components analysis with extraction criteria of eigenvalue >1 and oblique 
rotation. Data analyses were conducted using SPSS (version 24) with statistical significance at P<0.05.
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From the 184 surveys that were collected, 146 (79.3%) had complete data for all demographics and 
the WAI- GP (Figure 1). Ninety- one (62.3%) of the participants were female, most of the patients were 
aged ≥45 years (52.1%). Ninety- eight (67.1%) of the patients reported a chronic condition (Table 1). 
Most of the patients (73.3%) were seeing their preferred GP that day (Table 2). The data for this study 
were comparable with the BEACH sample.31 Participants reported a strong quality of the consultation 
in the survey when compared with the National Patient Experiences Survey.32
Concurrent validity
The WAI- GP was completed by 146 participants (mean 4.27 ± 0.67), the PPPC by 137 (mean 1.42 ± 
0.46), and the CARE by 130 participants (mean 4.58 ± 0.68) (Table 3). All three measures were highly 
positive, correlating with a good consultation experience and strong therapeutic alliance. The patient 
version of the WAI- GP was moderately correlated with the CARE (ρ = 0.563, P<0.005) and PPPC (ρ = 
-0.508, P<0.005).
Combined studies: factor analysis
Combining the pilot data with the current data resulted in a total of 281 participants (Figure 2). The 
WAI data for this study (n = 146) are highly positively skewed (mean 4.27 ± 0.67). In the pilot study, 
Figure 1 Flowchart for concurrent validity analyses. WAI- GP = Working Alliance Inventory for General Practice. 
PPPC = Patient Perception of Patient- Centredness. CARE = Consultation and Relational Empathy (CARE)
Table 1 Participant characteristics compared with Australian general practice patient population
Patient characteristics n (%) BEACH 2015–2016
Sex
Male 55 (37.7) 43.4 %
Female 91 (62.3) 56.6%
Age (years)
18–24 25 (17.1) 19.2% <25 years
25–34 29 (19.9) 22.8% 25–44 years
35–44 16 (11.0)
45–54 18 (12.3) 27.2% 45–64 years
55–64 18 (12.3)
65–74 24 (16.4) 14.7%
75–84 12 (8.2) 16.0% >75 years
≥85 4 (2.7)
Chronic illness 98 (67.1)
 
 5 of 9
Research
Hunik L et al. BJGP Open 2020; DOI: 10.3399/bjgpopen20X101131
Table 2 Patients' consultation experiences and reasons for consultations




Prefer not to say or no response 21 (14.4)
How long known the GP
First meeting today 19 (13.0)
Second appointment 16 (11.0)
<1 year 25 (17.1)
About 1–5 years 50 (34.2)
>5 years 32 (21.9)
Prefer not to say 2 (1.4)
No response 2 (1.4)
Reasons for consultationb
Find out what’s wrong or diagnosis 43 (29.5)
For reassurance 9 (6.2)
Get results or investigations 34 (23.3)
Treatment, prescriptions, or 
procedures
46 (31.5)
Routine check 20 (13.7)
Review 18 (12.3)
Ask for a referral 17 (11.6)
Attending the appointment with 74%a
Alone 125 (85.6)
With a support person 19 (13)
Prefer not to say 1 (0.7)
No response 1 (0.7)
Did GP listen carefully? 81%a
Yes 144 (98.6)
No 0
Prefer not to say 2 (1.4)
Did GP spend enough time? 76%a
Yes 142 (97.3)
No 2 (1.4)
Prefer not to say 2 (1.4)
continued on next page
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139 participants completed the WAI- GP, with a mean 4.33 (standard deviation ±0.59) (Table 3), the 
data were also positively skewed.24 The patients reported a strong positive experience, with the GP 
listening carefully and the GP taking enough time (Table 2).31
Using principal components factor analysis, the three domains were not found (that is, goals, 
tasks, and bond) in the analysis. One overall alliance factor with eigenvalue >1 was identified. The 
interrelationships of the 12 items was moderate 0.482–0.625, P<0.001. When exploring the internal 
consistency, a high internal reliability was found (Cronbach’s alpha = 0.957).
Discussion
Summary
This study explored whether the results of the WAI- GP patient survey align with the three components 
of Bordin’s therapeutic alliance framework (goal, task-, bond) within the patient’s perspective of the 
alliance. Despite a sample of 281 patients, only one factor could be identified with a high internal 
consistency. Almost all participants (97–99%) reported a strong quality of the consultation in the 
survey, compared with 74–81% of the participants in the National Patient Experiences Survey.32 It was 
found that the WAI- GP questionnaire was moderately correlated with the CARE and PPPC.
The moderate correlation with the CARE and PPPC was expected, given these questionnaires 
measure empathy and patient- centredness, which are parts of the therapeutic alliance. In the pilot 
study, the WAI- GP was found to have concurrent validity with a measure of shared decision making and 
the depth of the doctor–patient relationship.24 This means that the different parts of the relationship 
from the patient’s perspective (for example, empathy, patient- centredness, shared decision making) 
can be measured within the WAI- GP, thus the WAI can be used as a more complete and concise 
measure for the alliance in place of other validated and often used questionnaires.
Possible explanations for these results include that the data were too positively skewed to detect 
the separate components, or that the WAI- GP cannot delineate the three individual components 




No, the consultation was not about a 
chronic condition
21 (14.4)
I don’t have a chronic condition 7 (4.8)
Prefer not to say 0
a2017–18 National Patient Experiences Survey, Australian Bureau of Statistics.28,31 bMore than one choice 
permitted.
Table 2 Continued
Table 3 Results of WAI- GP and other scale scores
Survey Response options Mean ± SD
WAI- GP (n = 146) Strongly agree (1) to strongly 
disagree (5)
4.27 ± 0.67
Goal 4.25 ± 0.69
Bond 4.22 ± 0.69
Task 4.36 ± 0.71
PPPC (n = 137) Completely (1) to not at all (4) 1.42 ± 0.46
CARE (n = 130) Poor (1) to excellent (5) 4.58 ± 0.68
WAI- GP pilot study (n = 139) 4.33 ± 0.56
Combined (n = 281) 4.30 ± 0.62
WAI- GP = Working Alliance Inventory for General Practice; PPPC = Patient Perception of Patient- Centredness; 
CARE = Consultation and Relational Empathy
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of alliance. Another explanation can be that the different components of the therapeutic alliance 
influence each other and, therefore, make it more difficult to be separately measured with the WAI- GP. 
This aligns with the theory of Bordin, because the three components need to be simultaneously strong 
to have an effective alliance.17,18,21
Strengths and limitations
A sample size of 300 participants was selected, while a sample of 281 was reached (when the two 
datasets were combined). Based on recommendations, a sample of 281 is well within the appropriate 
sample size range.35 Looking at the characteristics of the sample, the participant sample corresponds 
with the national Australian dataset of patients in general practices.31 This suggests that the findings 
are more likely to be applicable across the Australian general practice population. Two datasets were 
combined, with a lot of similarities.
Combining this data, there were no differences in the sampling or the administration, the 
participants were similar. Demographics showed only a small difference between patients having a 
chronic disease (67.1 compared with 50.7), the sample came from multiple clinics from two different 
states in Australia. While pooling data were used across the two administrations, some bias may 
have entered into the results.36 Both these samples were written surveys, it is possible that sampling 
from an online population about their most recent clinical experience may give a wider spread of 
results.37 Another explanation is that the 20% of patients with incomplete surveys may have had a 
different consultation experience to those who completed their surveys. In future research, it would 
be interesting to see if an online sample would result in a broader range and a less positively skewed 
sample, for the principal components factor analysis to delineate the three factors.
Comparison with existing literature
There are mixed findings in the literature about the number of factors in the WAI, with previous 
research indicating considerable overlap between the three components.19 Another version of the 
WAI was shortened from the original longer version, the Working Alliance Inventory- Short Revised 
(WAI- SR),36 and a subsequent language translation also retained a three- factor structure.37 However, 
when the WAI- SR was modified for use in career counselling38 and offender rehabilitation,39 only one 
overarching alliance factor was found. Likewise, with the authors' modification for use in primary care, 
only one factor was identified.
In previous studies, a high score on the WAI has been found to be strongly associated with better 
patient outcomes in psychotherapy19,22 and counselling.17,39 The authors set out to complete this study 
because it was hypothesised that if the three separate components of the alliance could be delineated, 
then more specific feedback could be given to clinicians on how to improve their therapeutic alliance 
with patients. For example, if goal setting is scored more weakly than bond, clinicians could be assisted 
with this part of the consultation to improve their overall effectiveness with patients.
Implications for research and practice
For this study, the dataset was combined with that from the pilot study to give an acceptable sample 
size for the principal components factor analysis. However, the participants in the sample reported a 
very strong quality of the consultation. As a result, the sample did not have a broad range of scores. It 
Figure 2 Flowchart for factor analysis. WAI- GP = Working Alliance Inventory for General Practice
Hunik L et al. BJGP Open 2020; DOI: 10.3399/bjgpopen20X101131
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would be interesting to conduct a factor analysis with consultations with a broader range of WAI- GP 
scores, including some patients who perceived a less strong alliance. It is important to consider how 
the survey would perform in those with a weaker alliance and this could provide helpful feedback to 
clinicians for clinical practice improvement.
The therapeutic alliance theoretical framework is a useful construct for understanding the doctor–
patient interaction. To assist clinicians to improve their therapeutic relationship with patients, the WAI- 
GP could be used as a specific, reliable, and valid measure of the alliance. The WAI- GP is correlated 
with measure of empathy, patient- centredness, shared decision making,24 and depth of relationship.24 
Therefore, compared to currently available tools, it is a more comprehensive and concise measure for 
relational aspects of primary care.
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